patients, but if we impute RC as 10% or 20% in the day before TIA or stroke, this is 23.5% or 47.0% as rapid as in CADIS. From day 0 to day 1 (start of recovery phase), CADIS RC/D scores improved by 3.6% for 5-DSF, 5.7% for 6-DSF, and 2.2% for DI, all 8-to 20-fold greater than daily recovery from day 1 to 7 after stroke/TIA. From day 1 to day 2, CADIS scores improved by 7.8% for 5-DSF, 12.3% for 6-DSF, and 7.4% for DI (26-44× greater than in stroke/TIA). From admission to day 7, CADIS scores improved by 12.2% for 5-DSF, 31.7% for 6-DSF, and 21.2% for DI (7-113× greater per day than stroke/TIA). Next we consider Sivakumar et al's 1 gobal MoCA changes. From day 1 to day 7, AC=+1.3, RC=+4.3%, and RC/D=+0.72% per day. From day 7 to 30, AC=+0.8, RC=+2.7%, and RC/D=+0.11% per day. From day 30 to day 90, AC=+0.2, RC=0.67%, and RC/ D=+0.011% per day. In conclusion, the imputed velocity of onset of cognitive decline for attention in rapid high-amplitude critical reversible cognitive decline is 2-to 5-fold greater than after minor stroke or TIA, and relative daily improvements to day 7 are 8 to 40× larger. It would be of interest to compare daily cognitive change after moderate stroke and to conventional Confusion Assessment Method-positive stroke, which will have much smaller rates of cognitive change compared with rapid high-amplitude critical reversible cognitive decline.
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